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ABSTRACTSward, 0% of patients in severe pain received appropriate and timely anal-
gesia, with only 7.7% receiving appropriate analgesia at a delay.
These results demonstrate poor management of acute abdominal pain. For
an improvement in pain management, education and distribution of
guidelines is required, to surgeons and emergency clinicians alike, fol-
lowed by repetition of this study.
0703: THINK TWICE ASK ONCE: CUTTING SURGICAL WASTE
Kamil Asaad, Johann Jeevaratnam, Nicholas Bennett. Dept Plastic surgery,
Queen Alexandra Hospital, Portsmouth, UK.
Aim: The NHS needs to make £20billion of efﬁciency savings by 2014-15.
We present a pilot study to assess preventable waste in theatre. We focus
attention on equipment that has been opened, but unused and address the
scope for potential savings.
Methods: We studied two elective theatres over a ﬁve-day period. We
prospectively gathered data onwhat items were opened and not used such
as surgical instruments and consumables like dressings and sutures. A
proforma was completed for every case and each item was accurately
costed. We highlighted the costs involved at departmental audit meetings,
via email and information posters. We changed theatre practice and re-
audited.
Results: 100% of proformas were returned. In the ﬁrst study period 37
operations were performedwith wastage occurring in 68% of cases, costing
£549.63 in total. In the second period 40 operations were performed with
wastage in 17.5% of cases, costing £50.83. This was a 91% saving.
Conclusions: Scaling this up to all the theatres in our trust (29) would be
the equivalent of £431,569.48 per year, and we estimate £43,000,000.00
across the NHS. This shows large savings are achievable. Patient care is
unaffected with no compromise in equipment.
0708: EXCESS POST-OPERATIVE BLOOD TESTS ON ELECTIVE GENERAL
SURGICAL PATIENTS
Dominic Yue, Salma N. Rahman, Marion Jonas-Obichere. Luton and
Dunstable Hospital, Luton, UK.
Introduction: There is scarcity of evidence surrounding recommendations
for post-operative blood tests in the non-complicated elective general
surgical patient. Unnecessary tests above what is required for safe clinical
care would waste resources. We aimed to propose a safe guideline to
improve test efﬁciency and assess its potential impact.
Methods: We analysed the blood tests for 30 elective colorectal patients
along with any complications and hospital stay-length. A guideline was
suggested and its potential cost-savings predicted.
Results: Inappropriately early CRP's were performed with 80% of patients
tested on day 1 or 2, and 55% on both. Many FBC's were excessive with 47%
of patients tested daily for the ﬁrst 3 days when 33% were already within
normal range by day 2. Clotting and LFT's were regularly tested in the
minority. No patients had tests lacking. The proposed guidelines projected
an average potential saving of £1.68 per patient per day.
Conclusions: There was an excess of blood tests in most of the early post-
operative patients despite uneventful recoveries. Daily CRP, LFT and clot-
ting may not be appropriate for most patients in this early period without
clinical grounds. The proposed guideline could result in fewer tests and
improved cost-efﬁciency whilst maintaining safe practice.
0713: RESULTS OF A DOUBLE CYCLE AUDIT INTO VENOUS THROMBOEM-
BOLISM PROPHYLAXIS IN GENERAL SURGICAL PATIENTS IN A DISTRICT
GENERAL HOSPITAL
Alexander Moore, Steven Boyle, Kirsten Carswell, Robert Diament.
Crosshouse Hospital, Ayrshire, UK.
Aims: To audit our practice of venous thromboembolism prophylaxis
against national guidelines (SIGN122). To improve adherence to the
guidelines and re-audit to quantify the effect.
Methods: All general surgical inpatients, over a random 4 week
period, were assessed for; prescription application, indications/contrain-
dications of anti-embolism stockings(AES) and low molecular weight
heparin(LMWH). Intervention included medical/nursing education and
policy changes for prescribing AES. The audit was repeated at 7 months.
Results: First round(n¼252); prescription(21%) and application of
AES(28%) was poor, 79% were prescribed prophylactic LMWH and 26 pa-
tients inappropriately received no LMWH. In the second round(n¼204);prescription(61%) and application of AES (58%) had greatly improved, 94%
were prescribed LMWH and 4 patients inappropriately received no LMWH.
Between receiving, elective and high dependency wards there was sig-
niﬁcant variability in the rates of prescription and application of AES.
Conclusions: Prescription and application of AES improved signiﬁcantly
following intervention across all wards. Despite high prescription rates the
receiving ward maintained the lowest rate of application possibly due to
high patient turnover. HDU maintained the highest rate of application of
AES possibly secondary to greater nurse:patient ratio. 150 patients in the
1st round and 32 in the 2nd round were not prescribed, and did not have
AES applied.
0715: INITIAL IV FLUID THERAPY e ARE WE FOLLOWING GIFTASUP
GUIDELINES?
Ashvina Segaran1, Brandon Krijgsman1,2. 1Addenbrookes Hospital, Cambridge,
UK; 2Department of Surgery, Peterborough City Hospital, Peterborough, UK.
Aims: This study looked at the ﬂuid prescribing practices to see if it had
adhered to the ﬁrst three recommendations of the GIFTASUP guidelines.
Methods: Clinical notes and initial ﬂuid prescriptions of 67 new emer-
gency surgical admissions in a district general hospital were obtained to
perform a retrospective statistical analysis.
Results: Patients deemed to require resuscitative ﬂuid therapy are being
prescribed therapy suggested by the GIFTASUP guidelines in that: 1) where
crystalloid resuscitation is indicated, a balanced salt solution is only being
prescribed in half of patients 2) patients who present with vomiting are
still being resuscitated with Hartmann's alone , risking the patient
developing hypoerchloraemic acidosis. Prescriptions for maintenance ﬂuid
therapy again did not meet basic maintenance requirements in that: 1)
patients are not being prescribed enough ﬂuid 2) there is a tendency to
oversupplement sodium and undersupplement potassium, despite the
majority not having any electrolyte imbalance. Finally, basic documenta-
tion pertaining to ﬂuid management such as the volemic status of patients
and their electrolyte results are not being satisfactorily documented.
Conclusions: Despite the GIFTASUP guidelines, which has simpliﬁed ﬂuid
prescription, patients are not being prescribed the correct ﬂuid therapy in
the initial 24 hours of admission.
0721: INTPACS: INTEGRATED PATIENT COORDINATION SYSTEM e A
BESPOKE TOOL FOR SURGICAL PATIENT MANAGEMENT
Shiv Chopra, Nadine Hachach-Haram, Daniel Baird, Katherine Elliott,
Harry Lykostratis, Sophie Renton, Joseph Shalhoub. Northwick Park and
St. Mark's Hospital, Harrow, London, UK.
Aims: To design and implement software for surgical handover using the
audit results of surgeons' perceptions, use and limitations of existing
processes. To gain feedback on this new software and implement a long
term sustainability strategy.
Method: Following the initial review, a proposal was presented to the
Trust for a new patient management tool. The software was designed and
developed in-house to reﬂect the needs of our surgeons. The bespoke
programme used open source coding and was maintained on a secure
server. A review of surgical handover occurred 6 weeks post-imple-
mentation of the new software.
Results: IntPaCS: Integrated Patient Coordination Systemwas successfully
developed and delivered. The system was a centralised platform for the
visualisation, handover and audit/research of surgical in-patient infor-
mation. Feedback found that the old handover method impacted heavily
on patient safety (70%) compared to IntPaCS (30%). IntPaCS facilitated
better audit/tracking of previous patients (66% vs 15%). The old handover
process was more stressful for junior doctors (82%).
Conclusions: Clear deﬁciencies and inefﬁciencies exist in surgical patient
management, particularly relating to patient workﬂow and handover. This
study has shown that the careful use of emerging technology and inno-
vation has the potential to improve all aspects of clinical governance.
0736: COMPARING THE EFFICACY OF CLINICAL DIAGNOSIS AND
COMPUTED TOMOGRAPHY IN THE DIAGNOSIS OF ACUTE APPENDICITIS
Rishi Mandavia 1, Maartje Ament 2, Dawit Worku 3, Hemant Sheth 1,2,3.
1Academic Surgery, North West Thames Foundation School, London, UK;
2 Imperial College School of Medicine, London, UK; 3Department of Upper
Gastrointestinal Surgery, Ealing Hospital, London, UK.
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ABSTRACTSAim: We evaluated the use of CT in the diagnosis of acute appendicitis,
comparing its efﬁcacy to clinical diagnosis alone.
Method: A 1-year retrospective review of the medical records of all pa-
tients who underwent appendectomy was conducted.
Results: 116 patients were included. 83.6% of patients were histologically
conﬁrmed to have appendicitis. The sensitivity and positive predictive
value (PPV) of CT for diagnosis of appendicitis were both 0.94. Clinical
diagnosis alone had a sensitivity of 0.92 and PPV of 0.86. In terms of overall
accuracy, CT and clinical diagnosis made the correct prediction in 89% and
81% of cases, respectively. Patients who underwent CT scanning were
found to have a signiﬁcantly longer (p¼0.014) hospital length of stay.
Conclusions: CT scanning had higher sensitivity, positive predictive value
and overall accuracy than clinical diagnosis alone. However, the differ-
ences were not signiﬁcant. Furthermore, CT scanning was associated with
a signiﬁcantly longer hospital length of stay. Our ﬁndings do not support a
signiﬁcant added beneﬁt of CT scanning in the routine diagnosis of
appendicitis. Given its radiation exposure and high cost, its use in the
diagnosis of appendicitis should be carefully considered. Nevertheless, CT
scanning may be useful when clinical diagnosis is difﬁcult.0895: VARIABILITY IN INTERVAL FROM DIAGNOSTIC BIOPSY TO DEFIN-
ITIVE SURGICAL TREATMENT OF MALIGNANT MELANOMA IN AN IRISH
TERTIARY-REFERRAL CENTRE
Michael R. Boland, Gary A. Bass, Nicola M. Hughes, Zahraa Al-Hilli,
Ruth S. Prichard, Denis Evoy, Enda W. McDermott. Department of General/
Breast/Endocrine Surgery, St Vincents University Hospital, Dublin, Ireland.
Introduction: Diagnostic excisional biopsy with follow-up deﬁnitive sur-
gery remains the mainstay of treatment of malignant melanoma. This
study sought to determine the surgical interval (S.I.) between diagnostic
biopsy and deﬁnitive surgery and to elucidate factors associated with
delayed deﬁnitive management.
Methods: A cohort of 110 consecutive patients who had a diagnostic bi-
opsy and subsequent wide local excision at our institution between
January 2011 and June 2012, was identiﬁed from MDT records. Patient
demographics, tumour characteristics, mode of referral and surgical in-
tervals were documented.
Results: The mean age was 602 (range 17 -93) years, and the male to
female ratio was 1.3:1. The median duration of the S.I. was 363 days
(Range: 6-143 days). The S.I. was longer if a dermatologist performed the
diagnostic biopsy as opposed to a general surgeon (353 vs. 545 days,
p ¼ 0.005). The S.I. was longer for lesions involving the head/neck
compared with other sites (58.26 vs. 40.73 days, p ¼ 0.002). Reasons
for a prolonged S.I. included referral for deﬁnitive surgery and time for pre-
operative staging investigations.
Conclusions: Signiﬁcant variations were noted in the surgical interval.
Protocolized referral pathways would decrease the SI, allowing for optimal
surgical management, especially for lesions of head/neck.0927: CAN BLOOD TEST RATIONALISATION IN EMERGENCY GENERAL
SURGICAL PATIENTS BE BENEFICIAL ACROSS DIFFERENT NHS TRUSTS?
Peter Rees, Mohammed Ashraﬁ, Komal Patel, Jonathan Heath. Blackpool
Victoria Hospital, Blackpool, UK.
Aim: A recent audit at a district general hospital identiﬁed that the intro-
duction of guidelines could lead to a rationalisation of blood tests performed
and signiﬁcant savings. This study aimed to identify if this guideline could be
successfully implemented at other trusts with similarly beneﬁcial outcomes.
Method: All general surgical emergency admissions over 1 week were iden-
tiﬁedandprospectivelyanalysed.Data collected includedpresentingcomplaint
andblood testsonadmission.Apreviouslydescribedguidelinewasappliedand
comparison made between predicted and actual blood tests performed.
Results:Of the 59patients (31 female, 28male),15/59 (25%)were outside the
remit of the proposed guideline. Only a minority adhered to the proposed
guideline. CRP and amylase (26/43 and 26/41, performed vs recommended)
were frequently missed, while an excess of coagulation screens were per-
formed(23/3, performedvs recommended). Strict adherence to theguideline
would have resulted in a saving of £1.93 per patient.
Conclusion: Inappropriate blood test ordering is widespread throughout
the NHS. It is possible to implement a simple guideline, that would
improve patient care and result in huge cost savings, across many trusts.0940: CHANGES IN SURGICAL HANDOVER AND SCOPE FOR FUTURE
IMPROVEMENT
Emma Blower, Teresa MacCarrick, Helen Forster, Paul Sutton,
Dale Vimalachandran. Countess of Chester Hospital, Chester, UK.
Aims: Compliance with working time regulations in surgical practice has
resulted in an increased number of clinicians caring for patients and
subsequent handovers. In 2007, the Royal College of Surgeons produced
guidelines on the minimum data-set for ‘Safe Handover’. This audit
examined compliance with these guidelines before and after adopting a
more detailed handover ‘template’ with the intention of improving
handover quality and safety.
Methods: Pre-existing surgical ‘take’ electronic handover sheets were
reviewed daily for two weeks to assess compliance. A new proforma was
introduced, training given and concordance re-audited. Chi-squared
analysis was performed.
Results: In cycles 1 and 2, 118 and 114 patients respectively were audited.
Name and responsible consultant were recorded in all cases. Age
(52%,85%,p¼<0.01), location (77%,95%,p¼<0.01), admission date
(0%,39%,p¼<0.01), medical history (82%,94%,p¼0.01), diagnosis
(55%,93%,p¼<0.01) and management (81%,97%,p¼<0.01) showed a sta-
tistically signiﬁcant improvement with the new proforma. Presenting
complaint (93%,98%) and investigation (90%,90%) data remained good.
Review frequency (5%,11%) and outstanding tasks (21%,27%) were poorly
documented.
Conclusions: Signiﬁcant improvement was seen in the amount of infor-
mation handed-over following the introduction of the new proforma with
likely positive implications on patient safety and standard of care. However,
there is still further room for improvement, possibly aided by training.
0962: IS THE OPEN SURGICAL TECHNIQUE OF PERITONEAL DIALYSIS
CATHETER INSERTION DATED AND TO BE DISCONTINUED?
Reena Shah, Anusha Edwards, Patrick Gordon. North Bristol NHS Trust,
Bristol, UK.
Peritoneal dialysis (PD) is an effective form of treatment used in advanced
chronic kidney disease. Several surgical techniques are employed for PD
catheter insertion with literature suggesting that laparoscopic insertion is
preferential over the open technique due to lower complication rates and
increased patency.
We retrospectively compared our practice using the open surgical tech-
nique for PD catheter insertion against the consensus guidelines. We
searched theatre records and the renal data system, over a 2-year period,
looking at complication rates, 1-year patency and operative time.
Of the 68 PD catheters inserted, there were no incidences of bowel
perforation, leak or haemorrhage; 2.9% developed an exit site infection,
1.5% developed peritonitis and 7.3% developed functional problems. Our
one-year patency was 84.9% and mean operative time was 43 minutes
with an average one night length of stay.
This study has shown that the open approach is safe and compliant with
consensus guidelines for best-demonstrated practices. On review of the
literature we have illustrated comparable complication rates, 1-year
patency, operative time and length of stay between the open and laparo-
scopic techniques. This open procedure provides training opportunities in
abdominal access for junior surgeons and is a more cost-effective option to
the laparoscopic alternative.
1114: SURGICAL WEEKEND HANDOVER: A STRUCTURED TOOL WITH 6
STANDARDS FOR PATIENT CARE
Ruth Richardson, Luke Meleagros. North Middlesex Hospital, London, UK.
Aims: To assess and improve the quality of clinical handover of surgical
patients to the weekend team according to 6 criteria derived from WHO,
BMA and RCS guidance.
Methods: Phase 1-An audit of patient notes looked for evidence of
compliance with our 6 criteria. Phase 2-An A5-sized sticker was designed
as a proforma to be attached in patient notes before the weekend. Phase 3-
A second audit cycle re-evaluated handover practises. The 6 standards
were: 1) A clearly identiﬁable handover 2) The patient's consultant 3)
Patient background information 4) Current clinical issues 5) Weekend
management plan 6) Weekend tasks for the on-call team.
Results: The ﬁrst cycle of the audit showed that compliance with each of
the 6 criteria ranged from 9-66%. The second cycle, following the
